Summary: National Ambulatory Medical Care Survey'
The estimates in this report highlight the findings of the 1976 National Ambulatory Med icaI Care Survey (NAMCS), a sample survey designed to explore the provision and utilization � of ambulatory care in the physician's office-the setting where most Americans seek health care. The survey is conducted yearly in the coter minous United States by the Division of Health Resources Utilization Statistics. The survey sample is selected from doctors of medicine and osteopathy who are principally engaged in office-based, patient-care practice. In its current scope, NAMCS excludes physicians practicing in Alaska and Hawaii; physicians whose specialty is anesthesiology, pathology, or radiology; physi cians in Federal service. Figure 1 is a facsimile of the Patient Record used by participating physicians to record infor mation about their office visits in both the 1975 and 1976 survey years. The reader may find it useful to refer to figure 1 as selected aspects of the survey findings are presented.
Since the estimates presented in this report are based on a sample rather than the entire uni verse of office-based, patient-care physicians, they are subject to sampling variability. See "Technical Notes" at the end of this report for an explanation and for guidelines in judging the relative precision of the estimates presented. 
DATA HIGHLIGHTS Physician Characteristics
Among the 12 most visited specialists, pri mary care providers led the other specialists in the provision of office-based, ambulatory care; two of these providers, general/family physicians and internists, accounted for one-half of all visits. In a ratio of about 3 to 2, visits to solo practitioners clearly outnumbered visits to physicians in multiple-member practice.
(See table 1.)
Patient Characteristics
Number of office visits per person per year generally increased in a direct parallel to advanc ing age; the rate for persons aged 65 years and over was more than double the rate for persons under 15 years. Females reported more visits to the physician's office than males did; for every 2 visits made by miles, there were about 3 visits by females. This 2-to-3 ratio also prevailed for annuaI visit rates between the sexes. The data in table 2 reveal that visits by females outnumbered visits by males in every age interval above 14 years of age.
Clinical Characteristics
Reason for visit.-The information in item 5 of the Patient Record represents the reasons for visiting the physician's office as expressed by tldwlncedata patients in their own words. The terms and codes applied to the patient's symptoms, com plaints, or other problems come from a symp tom classification developed for use in NAMCS.Z Table 3 confines itself to "sympto matic" reasons for the visit, listing in rank. order the 25 complaints or symptoms most frequently presented.
"Nonsymptomatic" reasons such as physical examinations and visits for medi cation are excluded from the tabulation.
Principal diagnosis. - Table  4 lists the 25 most common principal diagnoses that were pro visionaHy or finally assigned to office visits by the physician. Table 5 shows the classification of all principal diagnoses by the major diagnostic groups. The diagnostic terms and codes are those established in the Eighth Revision International Classification of Diseases, Adapted for Use in the United States, 1968 (ICDA) . The considerable effort that office-based physicians devote to preventive and maintenance care-as opposed to care that is primarily morbidity related-is evi dent in the finding that 18 percent of visits center on examinations without illness and on such special conditions as immunizations, prenatal and postnatal care, and medical and sur gical aftercare (table 5) .
Diagnostic and therapeutic services. -The limited examination was the diagnostic tool most frequently used in office-based practice; drug therapy was the most frequent form of treatment. The finding that blood pressure was taken in about one-third of visits may cast some doubt on the general employment of this proc e dur e as a routine detection mechanism. "Counseling" was checked by the physician only when it constituted a major part of the treat ment provided during the visit. The overall use of such an intangible service is almost impossible to quantify.
CertainIy, the finding that coun seling was prominent in only 14 percent of visits understates the actual. extent of this important aspect of the pliysician's office practice. 
Other Visit Characteristics
Data about prior-visit status (table 7) reveal that the average office-based physician dealt chiefly with patients that he had seen before ("old" patients).
New patients accounted for only 1 of every 7 visits. Furthermore, the physi cian dealt chiefly with probIems for which he previously had treated the patient ("old" prob lems). Only about 1 of every 4 visits by an old patient concerned a new probIem. New problem encounters (i.e., any problem presented by a new patient or a new problem presented by an old patient) accounted for about 37 percent of all visits. The remaining visits (i.e., old problems presented by old patients) offer a rough estimate of the average number of return visits made dur ing the year for any given new problem. Thus, for a typical new problem presented in 1976, there was an average of 1.7 return visits in the course of that year.
Data on seriousness (table 7) express the physician's judgment as to the extent of impair ment that might result if no care were avaiIable � for the given problem. Office-based ambulatory care does not center on the treatment of prob lems that bear a "serious and very serious" prognosis. Only about 1 of every 5 visits belonged in this category. The largest proportion -of visits (an estimated 48 percent) was given a . "not serious" evaluation. This is due in large degree to the substantial amount of preventive care and routine maintenance care provided in the physician's office, and to the relatively high prevalence of acute, self-limiting conditions encountered there.
Some form of scheduled followup was the rule in office-based practice (see findings on dis position, table 7). In about 61 percent of visits " the patient was directed to return at a specified time. OnIy 2 percent of visits resulted in hospital admission, a finding that reflects the nonserious character of most" visits made to office-based physicians.
Duration of visits (table 7) is based on the es timated time spent in face-to-face encounter between patient and physician. The average encoun ter lasted about 15 minutes. Visits of O-minute duration are those where there was no contact between physician and patient. These chiefly in-?
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